Abstract
Objective-To estimate the initial outcome and incidence of restenosis of angioplasty of internal mammary artery grafts in a retrospective study. Methods-The study population consisted of 46 patients (48 lesions) who underwent first balloon angioplasty within the internal mammary artery graft. Most (37148) were at the distal anastomosis. A few (8/48) after angioplasty was the mean of two measurements of near orthogonal views. Arterial diameter was the mean of the most normal appearing segments. Angiographic success was considered to be obtained when there was at least a 25% improvement in luminal diameter, and a final result with less than 50% stenosis.
A concomitant dilatation of the native vessel was held to be present when a successful dilatation of the recipient native coronary artery as well as a successful graft dilatation was obtained.
Tortuosity of the graft was graded as mild, moderate, or severe. Mild tortuosity was defined as an isolated curve or series of bends in the graft proximal to the attempted lesion of < 90 degrees. Moderate tortuosity was defined as an isolated curve or series of bends proximal to the attempted lesion of 90-120 degrees, and severe tortuosity was defined as an isolated curve or series of bends proximal to the attempted lesion of > 120 degrees.
Angiographic restenosis was defined as a diameter stenosis of > 50% at a dilatation site shown on a restudy coronary angiogram.
INDICATIONS FOR ANGIOPLASTY TO INTERNAL MAMMARY ARTERY GRAFT
Patients with chest symptoms or with exercise testing suggesting myocardial ischaemia related to the luminal narrowing of the internal mammary artery graft were candidates for angioplasty to the graft.
ANGIOPIASTY PROCEDURE
All patients were given aspirin (80-325 mg) and a calcium antagonist orally at least three days before the angioplasty. At the beginning of the procedure, all patients were also premedicated with sublingual glyceryl trinitrate (0 3 mg) and were given heparin, 100 units/kg, and lignocaine, 50 cessful. The remaining three patients had no further intervention related to the internal mammary artery graft. All of the five patients (five lesions) with a successful second internal mammary artery angioplasty underwent follow up angiography, and none had a second restenosis.
PREDICTORS OF RESTENOSIS
Lesions with or without restenosis after a successful first or second angioplasty are compared in table 3. Among the variables examined, only the percent diameter stenosis of the recipient native vessel was significantly smaller in the non-restenosis group than in the restenosis group (75% v 89%, P < 0 05).
Discussion
Recently, the internal mammary artery has been increasingly employed as a conduit for bypass because of its low incidence of atherosclerosis'3-'7 and high incidence of patency over a long period. ' 
